vestibular tests. Even eustachian catheterisation should be done under audiometric control, and assisted by the use of the nasopharyngoscope-just as ureteric catheterisation is assisted and evaluated by cystoscopic and radiological control.
Other cases with these symptoms may have associated anaemia, hypotension or hypertension. Such vascular disturbances are generalised and affect the inner ear because it is extremely sensitive to alterations in oxygen tension. In the majority of cases, however, of deafness, tinnitus, and vertigo, with or without associated nausea and vomiting, these are isolated symptoms. The blood pressure is normal, there is no anaemia, no evidence of syphilis, and no abnormal neurological findings. The abnormality is, in fact, confined to the inner ear or eighth nerve. Eighth nerve tumours do, in fact, occur, are diagnosed by application of the tests already mentioned, but are rare-probably less than 1 per cent. of cases with these symptoms. The-vast majority prove to be due to an inner ear disturbance.
Frequently the sufferer gets so little help from the medical profession that, after an abortive visit or two, he keeps his less severe symptoms to himself, and only presents himself when incapacitating vertigo or severe deafness drive him to do so. Often the sufferer has a superimposed and understandable anxiety state.
I have already mentioned that inner ear symptoms are common. During the past three and a half years I have investigated approximately 350 patients-an incidence of approximately two new cases per week referred from a widely scattered area for specialist examination-the true incidence must be much higher than this. These patients have all been without visible ear pathology, and many have been young healthy adults.
Approximately found certain notes jarring on her-a school teacher and a mother found children's voices and the wireless had altered in an unpleasant way. The distortion is commonly noticed when the threshold of sound is raised and may make loud sounds almost unbearable, and ordinary sounds uncomfortable. Distortion is almost certain evidence of positive recruitment.
Tinnitus.
Tinnitus is usually present. It may be very slight or so bad that it forms the patient's chief or only complaint. I agree with Passe that it is nearly always accompanied by some loss of hearing as shewn on the audiometer. I find that patients presenting with so-called idiopathic tinnitus are very rare. Vestibular hypofunction may also be present, although the patient admits to no real vertigo.
Vertigo.
The features of aural vertigo are so well known that I will not enlarge upon them. In many patients in Tyrone and Fermanagh, however, all they will admit to is "a lightness in the head," and it is difficult to get an accurate idea of the degree of dizziness or of vertigo present. Cases of vertigo without tinnitus or deafness-the so-called "vestibular neuronitis" are not uncommon, and tend to occur in small epidemics. The observant general practitioner is often aware of such cases and of their benign course. He can be of great assistance in observing nystagmus during an acute attack of vertigo, and I would like to pay tribute to the many practitioners in my area who have been of great help in this respect, and also to thank them for the way they have supported this investigation.
Other Symptoms.
Patients frequently complain of a feeling of fullness on the affected side of the head, a muffled feeling, or unilateral headaches. These also are symptoms frequently falsely ascribed to eustachian incompetence. Horner's syndrome and none of which has caused serious complications. The degree of vascular release after blocking is very variable. Marked flushing occurs in some individuals, whereas in others slight suffusion of the conjunctiva or tympanic membrane only results.
The first and often almost immediate effect of this procedure is that the patient finds his tinnitus reduced or absent. A single block has on occasion completely removed persistent severe tinnitus. Sensations of fullness, etc., may also rapidly disappear.
The second effect is that the hearing level on the blocked side frequently rises after twenty or thirty minutes. This rise can be demonstrated on the audiometerIt may be very marked, a twenty, thirty, or even fifty decibel improvement; more commonly it consists of a five or ten decibel rise. It very seldom shows a fall, except in cases of hypertensive deafness or in patients exhibiting markedly the phenomenon of auclitory adaptation. Distortion also usually ceases temporarily after stellate block.
Stellate block is most effective, dramatic, therapeutic, and diagnostic when used during an acute attack of so-called Meniere's disease. I have been fortunate enough to be able to do this on four patients personally and Dr. Currid on two others. In most cases it is obvious which side to inject-in.others study of the nystagmus, past-pointing, and hearing loss is required, but this is essentially a treatment which can be carried out in the patient's home with him in his own bed. It is, in fact, the treatment of choice of severe aural vertigo. Within a few minutes the patient, previously prostrate, mav even be able to rise from his bed and the attack in all our cases has been cut short or alleviated to such an extent as to convince both the patient and the general practitioner of the efficacy of this treatment. Two cases who were having frequent attacks of vertigo prior to injection have not had a further attack for many months since injection.
In other cases of more chronic inner ear disorder repeated blocks have improved hearing, lessened tinnitus, and reduced vertigo. Some cases relapse and improve again with further blocks. I believe that in these cases sympathectomv is logically the next procedure, and I have now performed this operation by the upper dorsal route on a total of ten cases with varying but encouraging results. TREATMENT. I believe that the essence of treatment lies in realising that the time factor is of vital importance. The early case may be cured by one or more stellate blocks (Fig. 4) , more advanced cases by repeated blocks or sympathectomy (Fig. 5) . By cure I mean that the hearing can be restored to normal (Fig. 4) These advanced cases may still require treatment along conventional lines such as labyrinth destruction, when the hearing loss is unilateral and severe.
The history of these cases suggests that the ischemia is often intermittent, although the progressive element implies a gradual impairment of vascular flow superimposed upon episodes of vascular spasm. As Seymour has shown, the presence of a pre-capillary sphincteric mechanism affords anatomical evidence that such spasm can occur. The exact area of the cochlea involved explains the different patterns of hearing loss found clinically and the interference with the vestibular flow results in varying degrees of vertigo. Lewis (1956) and Spencer Harrison (1956) , that stellate block is of great value both in the treatment of the early case and in deciding whether operation is justifiable.
I agree with Passe that far too little attention has been paid to the loss of hearing in these disorders; attention has been directed largely towards the tinnitus and vertigo. Progressive loss of hearing is the rule rather than the exception, and conventional treatment of a medical nature does nothing to prevent this. Figure 7 shows Tympanic membranes normal.
----Recruitment test positive. Many cases will continue to arrive too late for cure, many will not be suitable for this line of treatment, but, if my own experience is a guide, once it is known that an interest is taken in these disorders large numbers of patients will present themselves, some of whom it will be possible to cure of their deafness, their tinnitus, and their vertigo.
